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creased firmness of or definite nodules in various other muscles were made 
out. Thus, certain of the neck, arm, anterior thoracic, abdominal, thigh, 
and leg muscles were involved. The thumbs and great toes presented the 
condition known as microdactyly. Wilkinson noted that some of the muscle 
nodules had disappeared since the patient came under his observation. As 
a rule, the nodules had developed without pain being complained of. 

Lorenz, in Nothnagel’s Specielle Paihologie und Therapie, had collected 
statistics of 51 cases of thiB rare disease. Of these, 32 were males, 13 females, 
and in 6 the sex was not stated. Little is known concerning the pathology 
of the disease. The name myositis is held to be misleading. The deposit 
commences in the fibrous tissues, and the muscle fibres are never affected 
except by secondary atrophy. The deposit at first consists of small round 
cells and fibrous tissue. Sometimes cartilage is found in this, which later 
undergoes ossification, but more generally bone is found without the occur¬ 
rence of cartilage (Zeigler). Wilkinson states that the most generally 
accepted view of the pathology of the disease is that advanced by Pincus, 
who believes it to be a new-growth and compares it to a multiple fibroma. 
Treatment is without avail. Death usually results from increasing fixation 
of the thorax resulting in suffocation, or from some intercurrent pulmonary 
disorder. 
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The Treatment of Appendicitis.— Verneuii. {Jour, de Chir. ci Annates 
dt la Soe. Beige . de Chir., January and February, 1901) states that, as has 
been observed by Broca, the true question in those cases of acute appendicitis 
with a circumscribed peritonitis is: Is a non-operative treatment capable of 
aborting a crisis if it is instituted in time, and is it to our interest whenever 
possible to secure this abortion and in place of operating immediately to 
perform an operation at some later date? To this question the author 
responds in the affirmative. The general opinion is that it !b best to per¬ 
form appendectomy if the appendix presents itself in the field of operation ; 
but, on the other hand, it is well to guard against an extensive search and 
all manoeuvres that might have the effect of breaking up adhesions. In 
conclusion it may be said: 1. That if the symptoms at the onset of the 
disease are very grave (vomiting, first of the stomach contents, then bilious, 
and, finally, fecal; constipation with no passage of gas; pain in the iliac 



100 


PROGRESS OF MEDICAL SCIENCE. 


fossa and at McBurney’s point ; marked tympany; dyspncea; either a 
marked elevation of temperature or one that is subnormal; a pulse of bad 
quality, and a shrivelled face), or if there be the symptoms of a general 
purulent peritonitis or a diffused septic peritonitis, one should operate 
immediately; performing a median cmliotomy followed by appendectomy 
and drainage. 2. If the symptoms of the onset are those of acute appendi¬ 
citis with circumscribed peritonitis (sharp pain at McBurney’s point, vomit¬ 
ing, constipation, more or leas temperature with a small regular pulse in 
proportion to the temperature, moderate tympany, face less shrunken and 
general condition fairly good); if some time has passed since the onset and 
one finds in the right iliac fossae muscular rigidity and the symptoms that 
denote the presence of a pseudomembranous exudate, with inflamed and 
adherent omentum, one Bhould adopt medical treatment (ice to the abdomen, 
opium, absolute rest in the dorsal position, and iced Vichy water in small 
quantities). The patient should be carefully watched, and the surgeon ready 
to intervene (a) if the symptoms become aggravated and if there be evidence 
of an extension of the peritonitis; (6) if the inflammatory tumor becomes 
larger; (c) if the temperature persists after forty-eight hours the tympany 
remaining stationary; (d) if the tympany shows no tendency to disappear 
or remains about the same. It is necessary when one operates to confine 
one's work to the periappendicular space; no attempt should be made to 
remove the appendix unless it presents itself and its removal can be accom¬ 
plished without much difficulty. If this cannot be done drainage should be 
introduced and the appendix left in titu, to come away later os a slough. 
The best incision in these cases is that of Roux, in which the periperitoneal 
incision is on a line with the more deeply seated pus. 3. After repeated 
attacks of appendicular colic or of acute appendicitis without peritonitis, 
and in all of those cases after a second attack, one should perform appendec¬ 
tomy. The incision of choice in these cases is that of Jalaguier. 

The Sterilization of the Silk Catheter.— Herman (Ccntralblatt fur Chir. t 
January 19,1901) states that a safe and convenient method of sterilization 
which will be suitable to all kinds of catheters is still to be discovered. The 
metal and the N61aton (French) cathetere are best sterilized by boiling. 
This method, unfortunately, cannot be used with silk catheters, which 
become rough and cracked if treated in this manner. In an effort to find a 
solution in which silk catheters could be boiled without injury, a saturated 
solution of ammonium sulphuricum was tried with the following results: 1. 
Silk catheters will stand several hours’ uninterrupted boiling in this solution 
without apparent injury. After five hours of consecutive boiling they 
retained on their outer and inner surfaces a shiny appearance, did not 
become stiff, and, in fact, they became more elastic than ever. 2. They 
were found to be uninjured after repeated use and boiling at intervals. 3. Old 
catheters that are infected may be easily Bterilized by boiling them for three 
to five minutes in the ammonium sulphate solution. 4. The catheters may 
be used us soon as they are removed from the solution. It is not necessary 
to dry them or remove any of the solution that may be adherent, as in not a 
single instance has irritation or inflammation of the urethra followed their 
use even when used immediately from the solution. 5. This solution is 
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equally adapted for the sterilization (by boiling) of NCdaton catheters, and 
all other kinds of urethral instruments. At the present time there is no 
other method of sterilization of the silk catheter that combines such sim¬ 
plicity of technique and such absolutely good results. 

Total Suture of the Bladder after Suprapubic Cystotomy in the Pres¬ 
ence of Old Infected Calculi.— Loumeau (Annalea de la Policlinique de Bor¬ 
deaux, February, 1901) states that in the case of the bladder, as in all other 
operations, suturing is the method of choice, while drainage should be con¬ 
sidered as the method of exception and of necessity. The author reports 
the case of a man, aged eighty years, who presented himself with a bad 
cystitis and the symptoms of a large vesical calculus. Operation being 
decided upon, suprapubic cystotomy was performed in the usual manner, and 
three large phosphatic calculi removed. The bladder was then closed by a 
double row of catgut sutures, and the operation completed by the insertion 
of two small pieces of gauze to drain the prevesical space. The patient 
made an uninterrupted recovery, with the exception of a slight attack of 
phlebitis of the left leg,-which soon responded to appropriate medical treat¬ 
ment. Three weeks after the operation the patient returned to his home, 
the phlebitis had entirely disappeared, and in every way there was a marked 
improvement in the patient’s general condition. Immediate suture of the 
bladder markedly diminishes the period of convalescence, and is in all cases 
an operation that may be performed without danger. 

Tuberculosis of the Vesiculaa Seminales, Testis, and Prostate; Com¬ 
plete Excision of the Bight Side; Incision and Curetting on the Left 
Side; Cured.— Walker (Maryland Medical Journal, February, 1901) reports 
the case of a man, aged twenty-seven years, of non-tubercular family history, 
who presented himself for treatment with a tubercular infection of the geni¬ 
talia of three years’ duration. Examination showed a sinus leading down 
through the scrotum to the diseased right testis, which had undergone 
atrophy and had entirely lost the characteristics of the normal gland. The 
cord was uninvolved, but there was marked inflammation of all the tissues 
in the lower right side of the scrotum. Rectal examination disclosed on the 
right side an induration of about one-half of the seminal vesicle, and the 
same hardening in the ejaculatory ducts. The induration extended to and 
apparently entered the prostatic substance. On the other side the involve¬ 
ment was not so marked, but there was a distinctly hard infiltration, about 
midway of the seminal vesicle, which extended toward its apex. The ejacula¬ 
tory duct on this side was soft and uninvolved. The prostate was not enlarged 
though slightly nodular, but everywhere soft, and presented no suspicion of 
disease, -except where the right ejaculatory duct entered. Endoscopic 
examination of the bladder and urethra showed them to be normal except 
for a small hemorrhagic area in the posterior portion of the urethra, four 
centimetres in front of the prostate, probably the remains of a specific 
urethritis contracted five years before the onset of the tuberculosis. The 
urine was negative for tubercle bacilli, except on one occasion, when three 
very suspicious looking bacilli were found. The operation consisted in an 
incision in the right inguinal region, the removal of the right testis, and all 
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the adherent diseased tissue. The incision was then carried upward and the 
abdomen opened. The cord was followed down and the seminal vesicles 
exposed. As it was found almost impossible to completely expose the 
seminal vesicles without separating the bladder from the surrounding 
structures, the patient was placed in the Trendelenburg position, and the 
perineum opened in the median line. The cord was pushed through this 
opening and the vesicles then ca m e well into view. The right vesicle was then 
excised along with about one-third of the prostate gland. The left testis 
was not removed ; the left seminal vesicle was incised, then thoroughly 
curetted, touched with pure carbolic acid, and finally packed with iodoform 
gauze. The left testicle was incised and found to be the seat of a moderate 
sized abscess, which was curetted, touched with pure carbolic acid, and 
finally packed with iodoform gauze. The epididymis was practically oblit¬ 
erated by the disease, and markedly infiltrated. The cord was normal, and 
there were no adhesions to the tunica. The abdominal wound was closed 
with drainage, the perineal wound was packed with gauze, and a catheter 
introduced into the bladder through the urethra. The patient made practi¬ 
cally an uninterrupted recovery, and when examined, six months later, the 
following condition was found : The perineal wound and the wound on the 
right side of the scrotum had entirely healed, the left testicle was soft, and 
in no place indurated or hard; free in the scrotum except over upper part 
of the incision ; nearly normal Bize; not tender nor painful. Examination 
of the rectum revealed an entire disappearance of the disease, which was 
present on the left side. The tissues show absolutely no evidence of dis¬ 
ease. The patient’s general condition has undergone marked improvement, 
and he has gained twenty pounds in weight. The urinalysis is entirely 
negative, and micturition is perfectly normal. The author emphasizes the 
importance of the combination of the inguinal and perineal incisions in the 
cases where complete excision is attempted. These incisions allow very 
much better working room, permit a more careful dissection, bring the parts 
better into view, and last and moat important of all it permits of perineal 
drainage, which is the direction in which the discharges naturally tend to 
go. In the inguinal incision alone the bladder must be more extensively 
separated from the surrounding tissues and a very much larger wound is the 
result This, of course, necessitates leaving large and deep pockets, which 
are practically almost impossible to drain. In conclusion, it may be said 
that this case adds some evidence in favor of conservative surgery. 

Analgesia from Spinal Subaraclinoidean Cocainization— Murphy 
(Journal of the American Medical Association, February 9,1901) states that 
since the announcement of the £rst death from chloroform anaesthesia the 
medical profession has been constantly looking for an anaesthetic that might 
be administered without danger. Subarachnoidean spinal anasthesia was 
discovered by Corning in 1884, who suggested this as a method of treating 
diseases of the spinal cord, but the surgical application was not considered 
by him. Bier demonstrated, in 1898, that analgesia of the extremities for 
surgical purposes could be produced by this means. The physiological 
effect of the application of cocaine to the spinal cord is produced by the 
direct application of the cocaine to the posterior roots and ganglia, and not 
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to tlie cord itself. It is not a sensory tract paralysis, because the sense of 
contact is not affected, the reflexes are but slightly altered, being usually 
diminished, muscular Bense and co-ordination are often affected, intestinal 
peristalsis and uterine contractions are rather stimulated than depressed, 
while the actions of the sphincteric muscles of the bladder, vagina, and 
rectum are often completely abolished. The above leads to the speculation. 
Cannot reflex ilius be treated by this means? The dose to be injected ranges 
from 7 to 20 minims of a 2 per cent, solution of cocaine in the adult, depend¬ 
ing upon the individual peculiarities of the patient, the location and probable 
duration of the operation, etc. A 1 per cent, solution should be used in 
children. The cocaine solution should be freshly prepared at the time of 
the operation. The injection should be made with an ordinary sterilized 
hypodermic syringe. 

The skin is prepared in the usual manner, and the Bpace between the 
fourth and fifth lumbar vertebne, one-half inch to the Bide of the median 
line, is the point of election. The flaid should be injected slowly, from forty" 
to sixty seconds being consumed in the procedure. The solution should 
never be injected except when the cerebro-spinal fluid is flowing from the 
needle. The symptoms produced by the injection are, first, a sense of heat 
passing over the entire body, then thirst, and then in from seven to fifteen 
minutes nausea, and one or two attempts at vomiting occur. The former may 
continue for ten minutes or bo with several efforts at emesis. Vomiting is 
preceded by all the symptoms which ordinarily accompany nausea from any 
reflex cause. The pulse may become scarcely perceptible at the wrist, and 
the facial expression is often that of profound depression, the capillary cir¬ 
culation, as a rule, remains good, and respiration is not materially affected. 
The sphincter ani is frequently relaxed, as is also occasionally the vesical 
sphincter. The relaxation of the vagina and the rectum, which is so common 
in cocaine analgesia, would theoretically be of advantage in obstetric cases. 
The analgesia usually appears in from three to ten minutes after injection, 
although it may be delayed to twenty or even thirty minutes. It usually com¬ 
mences at the feet and extends upward and may be complete, partial, or 
entirely absent. Its duration is from twelve minutes to three hours or more. 
The post-operative symptoms are usually headache, sometimes very severe 
and lasting for several days, but the rule is that it subsides in from twelve 
to twenty-four hours. Vertigo and ataxia are occasionally present, and 
may persist for five or six days; the pulse soon returns to normal, and tem¬ 
perature usually occurs in the evening following the injection. It is often 
preceded by a chilly sensation, and it is probably due to irritation of the 
thermic centre in the cervical portion of the cord. The patient's general con¬ 
dition on the following day, even after major operations, has been uniformly 
better than when ether or chloroform was used, and the tissue reaction to 
the traumatism has been less marked. Failure to obtain analgesia is often 
explained by faulty technique or selection of cases. It may be due to irregu¬ 
larity in the action of the drug in different cases and at different times in 
the same case, or to the use of a too small quantity of the solution. Chronic 
alcoholics seem to be unfavorably affected by the drag. The idiosyncrasy 
to cocaine is more frequent than to any other drug, and explains the 
absence of analgesia in many cases. Eucaine does not give such satisfactory 
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results as cocaine, but it3 use is usually followed by the same unpleasant 
symptoms as when cocaine is employed. Gumprecht’s statistics of seventeen 
deaths from lumbar puncture, performed for diagnostic purposes in the pres¬ 
ence of severe cerebro-spinal lesion have no value as a guide as to the prac¬ 
ticability of cocaine analgesia. 

Perigastric Adhesions. —Bird {Inter-Colonial Medical Journal of Austral¬ 
asia, December 20,1900) states that this is a very complex subject—complex 
in its anatomy, in its causation, and in its results—and it is only recently 
that its importance has been appreciated and its possibility partly under¬ 
stood. It is now evident that perigastric and neighboring adhesions merit 
especial consideration quite apart from the disease which gave them birth. 
Peritoneal adhesions are very common, and perigastric adhesions are said to 
occur in 5 per cent of all autopsies. They vary widely in density, texture, 
size, and shape, are due to a variety of causes, of which syphilis is undoubt¬ 
edly the origin in some cases. They tend to disappear in some instances, 
and in some cases may produce no symptoms, while in others they give rise 
to very grave ones. The author especially draws attention to the slight 
forms of perigastric adhesion, which may be classified by their causation thus: 
1. Those induced by gastric duodenal ulcers. 2. Those whose infection 
arises from the bile ducts. 3. Those due to syphilis. 4. Those of uncertain 
origin. 5. Some cases are undoubtedly traumatic in origin. By their 
symptoms they may be arranged into those which cause pain as the clinical 
symptoms nnd those which constrict natural passages, such os the bile duct 
or the duodenum, causing jaundice and distention of the gall-bladder in the 
first case, and dilatation of the stomach as the chief clinical phenomenon in 
the other. The most characteristic symptoms of the slight perigastric 
adhesion is epigastric pain started or increased by any sort of food. The 
pain caused by an adhesion is definitely localized, the patient putting the 
finger right over the spot where operation subsequently proves the lesion to 
be, while, on the other hand, the pain of acute inflammation is often referred 
to a point far distant from the actual seat of inflammation. There is 
usually more or less pain after eating, coming on half an hour after food is 
taken, and so is intermediate between the immediate pain of ulcer and the 
delayed pain of atonic dyspepsia. Sometimes this pain is at once relieved 
by the patient assuming the recumbent posture. Movement either arouses 
or aggravates the pain. The severity of the pain is no index to the size of 
the adhesion, and the pain may range from a dull one to really extreme 
agony. In no case is the pain accompanied by an elevation of temperature. 
The general health may suffer much in some cases, while in others it is but 
slightly affected. Pain distinctly epigastric in position and bearing more 
or less definite relation to gastric locomotion is then the earliest symptom, 
and herein lies the main distinction from malignant diseases of the stomach, 
of which pain is not at all a marked symptom until late in the disease, when 
in most cases a palpable tumor has formed. Vomiting is not a prominent 
symptom, and when it does occur the vomited material does not show signs 
of gastric digestion having been delayed. The presence of jaundice is 
usually an accident, but in some cases it may help in forming a probable 
diagnosis in these cases. The futility of medicinal and dietetic treatment is 
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of great value, not only aa a means of diagnosis, but also as an indication of 
the necessity of operative interference. Persistent local pain, disability of 
the patient, loss of general health, strength, and vigor, or the inefficiency 
of the physician’s treatment, all point toward an exploratory laparotomy, 
which should be performed in the usual manner, and which is the only 
method which will permanently cure perigastric adhesions. Under proper 
aseptic precautions it is an operation that may well be regarded as being 
without any mortality. 
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Observations Upon Fcotal Rickets.— Fede and Finizio {Revue mensuelle 
das Maladies de PEnfance, March, 1901, p. 101) continue the observations 
upon thiB condition inaugurated by Fede and Cacace and reported by them 
to the Congriis de P&liatrie held in Turin in 1898 {Pedialria, February, 1900). 
[See abstract in this department of the American Journal of the Med¬ 
ical Sciences, September, 1900, p. 353.] In this earlier communication 
Fede and his assistant reported the results of examinations of 500 new-born 
infants, among which only one case was found that could be said to have 
the clinical signs of rachitis, and only four with craniotabes alone. The 
present paper gives the results of the study of 475 infants observed in the 
same hospital (Maternita degli Incunvbili) in Naples. Of the entire number 
only 3 showed some of the clinical signs of rachitis, 3 others had only 
craniotabes, and 4 double genu varum. 

In all their observations they have frequently encountered irregularities 
of the cranial bones, a large anterior fontanelle, with unclosed posterior 
and lateral fontanelles, and open sutures. This they consider rather as an 
instance of insufficient development than an expression of rachitis. Micro¬ 
scopical examination of the cranial bones in cases presenting widely open 
fontanelles and separated sutures has failed to Bhow any lesions recalling 
those of rachitis. None of them showed the rich vascular network which, 
according to Kassowitz, is never wanting even jn the slightest degrees of 
rachitism. 

The result of this second series of observations serves to confirm the con¬ 
clusion reached in the earlier work, that foetal rickets is extremely rare, and 
to prove in addition that in the new-born large fontanelles and separated 
sutures are not always indications of rachitis, but that in the majority of 
cases at least they prove only a retarded ossification. 



